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Abstract 
Background: Reporting of known and suspected child abuse and neglect is a fundamental 
responsibility of health professionals in many countries including Australia. Nurses’ duties to report 
child abuse and neglect are expressed in legislation, or in occupational policy documents. In this 
paper factors influencing nurses’ compliance with mandated reporting are examined. 
Objective: The purpose of this study was to examine the relationship between nurse characteristics, 
training, knowledge of legislative reporting duty and attitudinal factors on the reporting by nurses of 
different types of child abuse and neglect. 
Methods: Logistic regression analyses were conducted to examine relationships between variables. 
Design, setting and participants: A cross-sectional survey using the Child Abuse and Neglect Nurses’ 
Questionnaire (CANNQ) was conducted. The respondents were 930 Registered Nurses (RNs) 
currently working across metropolitan, rural and remote locations throughout the state of 
Queensland, Australia. 
Results: Nurses were confident and knowledgeable in their obligation to report physical [CPA] and 
sexual [CSA] abuse. They were less confident and knowledgeable about emotional abuse [CEA] and 
neglect [CN]. Recognition of the extent of harm to abused and neglected children was poor. Positive 
attitudes to mandatory reporting influenced better recognition of all forms of abuse and neglect and 
the likelihood of reporting CSA, CEA and CN; parenting experience influenced intention to report 
child sexual abuse, and CAN training predicted reporting of child neglect. 
Conclusions and practice implications: Results indicate that with training, nurses are a key choice 
for mandating child abuse and neglect reporting. Educational preparation and training for nurses 
should emphasise the serious impact of child abuse and neglect on children and families to improve 
recognition of the extent of harm and the likelihood of reporting. From a perspective of increasing 
compliance with the legislative duty, particular attention needs to be paid to recognition and 
reporting of CEA and CN. Further research is needed to determine whether factors influencing sound 
reporting can be successfully modified. 
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What is already known about the topic? 
Professionals working with children and families are often reluctant to make a report of child abuse 
or neglect. 
Few studies of registered nurses have been conducted, but previous research has uncovered that 
nurses are less likely to report suspected cases of emotional abuse and neglect; concerned about 
making a report that will not be substantiated; concerned about reprisals and fearful that reporting 
will not benefit the child or the family. Nurses have been found to lack professional training and 
skills and some do not to acknowledge its significant impact on children and adult survivors. 
What this paper adds 
Analyses support that nurses’ attitudes to reporting suspected or known child abuse and neglect not 
only influence intended reporting behaviour but also the ability to recognise the seriousness of cases 
of child abuse and neglect. 
Prior training and nurses’ personal experience as a parent also influence likelihood to report some 
types of maltreatment. 
Australian nurses usually report except under certain conditions. As a professional group, nurses are 
a good choice of mandated professional for child abuse and neglect reporting. 
  
1. Introduction 
The incidence, sequelae and costs of child abuse and neglect (CAN) have become steadily more 
apparent in recent decades. Parents and caregivers are known to be perpetrators in most instances 
of CAN, which can range from apparently mild incidents such as minor emotional neglect, and 
problems with disciplining a child, to serious and criminal matters such as sexual abuse, severe 
physical abuse, and life-threatening neglect. Parents in ‘less serious’ cases may often not seek 
assistance from helping agencies or professionals, and those responsible for very serious cases of 
CAN are even less likely to disclose the events. 
In an effort to respond to these problems, and faced with the challenge of discovering cases of CAN 
that otherwise would remain concealed, many jurisdictions across the world have imposed an 
obligation on members of selected occupations regularly dealing with children to report known or 
suspected CAN to government agencies. Nurses are one of the occupational groups usually selected 
to report known or suspected CAN (Mathews and Kenny, 2008) due to their ideal situation to help 
protect children from harm; nurses have frequent professional dealings with children, which involve 
their inherent opportunity to observe injuries to a child either on an isolated occasion or over a 
period of time, and even to gain strong evidence about the nature of those injuries (for example, if 
there is good reason to think they are accidental, or whether the parent's account of the injuries is 
unconvincing and inconsistent with the injuries). 
These reporting obligations are often legislated, as is the case for example in each state, territory 
and province in the USA, Canada and Australia (Mathews and Kenny, 2008), where nurses are made 
“mandated reporters” of CAN. In addition, even where there is not a legislative duty to report, as 
occurs in the United Kingdom and New Zealand, the obligation to report CAN may be placed in 
occupational policy documents. The mere presence of a reporting duty in legislation does not 
correlate with the breadth of that duty: legislation in some jurisdictions, for example, only require 
reports of sexual abuse and physical abuse, and nearly all only require the reporting of cases of 
abuse of a relatively high degree of severity (Mathews and Kenny, 2008). Thus, a policy-based 
reporting duty may be broader than one in legislation. 
A recent survey of 161 countries found that of 72 responding, 49 had either legislation or policy 
requiring reports of suspected CAN (Daro, 2007), demonstrating how widespread this social policy 
measure has become. In Ireland, no legislation requires reporting of CAN, although policy requires 
reports of CAN by professionals including nurses (Department of Health and Children, 2004), and 
Irish legislation protects those who report CAN in good faith from civil liability (Protection For 
Persons Reporting Child Abuse Act 1998). In the United Kingdom, in which none of its three legal 
systems (England and Wales, Northern Ireland, and Scotland) legislatively require any occupational 
group to report CAN, nurses appear to be under policy-based obligations to report CAN (Royal 
College of Nursing, 2007, Nursing and Midwifery Council, 2008, HM Government, 2006 and Scottish 
Executive, 2000). The Royal College of Nursing's 2007 Child Protection – Every Nurse's Responsibility 
policy document provides a clear statement of nurses’ duty to report CAN. In Scotland, the 
Protecting Children – A Shared Responsibility: Guidance on Inter-Agency Co-operation policy 
(Scottish Executive, 2000) also states clearly that ‘Where professionals suspect child abuse or neglect 
they should consult with senior staff or designated child protection officers in their own agency, or 
contact the social work service, the police or the Reporter directly for advice. Any person who 
believes or suspects that a child is being abused, or is at risk, should tell the social work service, the 
police or the Reporter about their concerns’. 
Nurses continue to view child protection as a narrow surveillance role that conflicts with their 
primary role of supporting vulnerable families (Crisp and Green Lister, 2004). Crisp and Lister 
interviewed almost 100 nurses in Scotland individually and in groups. They found a lack of consensus 
among practice nurses about their role in child protection, reflecting the diversity and ambiguity of 
policies and guidelines set out for them as previously discussed. Similar results have been published 
for specific groups of nurses in advanced practice roles such as public health nurses in the Republic 
of Ireland (Hanafin, 1998), and accident and emergency nurses in Wales (Joughin, 2003). Despite the 
Lord Laming Report (2003) of the inquiry into the death of Victoria Climbie finding that the child's 
death was the result of gross failure of the system to protect the child, nurses still do not have a 
specific child protection remit. At the same time, the Laming Report claimed that the legislative 
framework for child protection in the UK was essentially sound and that it was organisational 
malaise, that the system was underfunded and lacked evidence for best practice that led to the 
death of this child (Laming). In response to recommendations from the Laming report, partnership 
models between health and social work have commenced and evaluation of their utility reported 
(Whiting et al., 2008). 
The success of the UK approach has not been examined extensively by research. In Northern Ireland, 
a study of 139 nurses found that only 44% stated they knew the mechanisms for reporting child 
physical abuse (and even this does not measure actual knowledge but perceived knowledge), and 
that there was a widely held desire for more training about reporting (Lazenbatt and Freeman, 
2006). A smaller study of nurses in England found poor levels of knowledge of policy (Fagan, 1998). 
At the very least, this approach would seem to involve much duplication of policy development and 
training, which as well as creating a considerable amount of work may lead to inconsistent policies 
and uneven quality of training for nurses. This may not be conducive to influencing sound levels of 
knowledge of the reporting policy by nurses and good reporting practice. As will be seen, nurses’ 
knowledge of the duty is a key factor influencing the success of reporting systems. 
Questions remain about how well nurses comply with legislative and policy-based reporting 
obligations, and of what factors influence optimal reporting behaviour. Answers to these questions 
are important because they offer ways to enhance child protection by ensuring as few cases as 
possible of CAN are not reported when they should be (i.e. reducing failure to report); and 
concomitantly that instances of false positives are reduced to the greatest extent possible (i.e. 
reducing the reporting of innocent cases that do not involve CAN). Previous research conducted with 
nurses in Australia (Nayda, 2002, Nayda, 2004 and Land and Barclay, 2008), and Taiwan (Feng and 
Levine, 2005 and Lee et al., 2007) indicates that even where nurses are required by legislation to 
report suspected child abuse and neglect, actual compliance with reporting legislation is 
compromised by a range of individual and contextual factors. Such barriers and facilitators to 
compliance with mandatory reporting are elaborated in the following literature review. These 
findings, taken together with those from studies of other professional groups mandated to report 
CAN, demonstrate the need for appropriate responses not only from individual professionals, but 
also from their employing authorities. 
The recent introduction of a legislative reporting duty in Queensland, Australia, presented the 
opportunity to test several hypotheses about personal characteristics, training, knowledge and 
attitudinal variables that might influence nurses’ reporting of CAN under an imposed duty. Nurses 
were for the first time required to report knowledge or reasonable suspicion that a child had 
suffered, was suffering, or is likely to suffer, harm – which was defined as “any detrimental effect on 
the child's physical, psychological or emotional wellbeing (a) that is of a significant nature; and (b) 
that has been caused by (i) physical, psychological or emotional abuse or neglect; or (ii) sexual abuse 
or exploitation”. Therefore, this duty to report extended to all forms of CAN: physical abuse (CPA), 
psychological/emotional abuse (CEA), sexual abuse (CSA) and neglect (CN). 
Descriptive findings from this large cross-sectional study are published elsewhere (Mathews et al., 
2008). In the paper herein, data were analysed in depth to examine the unique and combined 
effects of CAN training, personal characteristics, and attitudes to reporting on recognising the 
seriousness of vignette cases as well as on nurses’ likelihood to report them. This paper provides 
research evidence needed to inform clinical training strategies for the subset of nurses at risk of non-
compliance with a duty to report, whether that duty is located in legislation or occupational policy. It 
also aims to assist with developing guidelines for future child protection training and practice that 
meets legislative requirements and/or professional policy-based reporting obligations of nurses. 
2. Method 
2.1. Design 
The CANNQ was used to conduct a cross-sectional survey of registered nurses working with children 
and families throughout the state of Queensland, Australia. 
2.2. Participants 
Respondents were 930 Registered Nurses (RNs) currently working in clinical settings throughout 
Queensland, Australia. Permission to conduct research was granted from the Queensland University 
of Technology Human Research Ethics Committee and permission to approach nursing staff to 
participate in the study was provided by 22 out of 38 eligible Queensland Health hospital and health 
service districts. Information sheets with questionnaires were distributed to all RNs working with 
children and families in each of the 22 participating health service districts. Completed 
questionnaires were returned to the university in reply-paid envelopes with return rates per hospital 
ranging from 9.5% to 100% (M = 42%). Higher return rates were not associated with demographic 
measures, training in child abuse, or child abuse reporting experience. 
Participating hospital and health service districts represented the range of inner metropolitan, outer 
metropolitan, rural and remote locations and spanned public and private services employing full-
time, part-time, and casual nurses. Specific settings in which the nurses worked included acute 
paediatric, child health, school health, maternity, and adult emergency. Approximation of the socio-
demographic profile of respondents to the AIHW nursing and midwifery labour force data 2005 
(AIHW, 2008a and AIHW, 2008b) strengthens generalisability of the study findings. Notably, 
purposive sampling was used to include nurses in most contact with children and families. For 
example, the study sample mean age of 40.77 years (S.D. = 10.52) was younger than average (46.5 
years). Only 5% of the study sample was men (6.5% in Queensland). Less than half (49.7%) of 
Queensland's nurses and even fewer midwives (37.6%) work full-time accounting for the low 
proportion (43.9%) of full-time employed respondents. At the same time, emergency, and child and 
family nurses in Queensland have the highest proportion of nurses with relevant postgraduate 
qualifications. This is reflected in the higher than average (47.4% compared with 42.9%) number of 
nurses with postgraduate qualifications in the sample. According to AIHW data Queensland's nursing 
workforce is evenly distributed across regions, however a higher proportion of nurses from rural and 
remote areas responded (56.2% compared with 42.3%) than from metropolitan areas. This may be 
due to the higher proportion of nurses working full-time in these areas throughout the state. 
2.3. Instrument 
The Child Abuse Report Intention Scale (CARIS) (Feng and Levine, 2005) was adapted for use in this 
self-report cross-sectional survey. The CARIS was designed for Taiwanese nurses to measure factors 
influencing CAN reporting. Permission to adapt the CARIS was obtained from the authors and care 
was taken to contextualise the questionnaire to reflect the specific legislative obligations for RNs in 
Queensland (for example, Queensland Health Act, 2005: ss 76KC and 76K) and to broaden the scope 
of the instrument to collect nuanced data about nurses training and knowledge. The resulting 
questionnaire, the Child Abuse and Neglect – Nurses Questionnaire (CANNQ), comprised eight 
sections as outlined in Table 1. 
Table 1.  
Contents of the Child Abuse and Neglect – Nurses Questionnaire (CANNQ) as adapted from 
the Child Abuse Reporting Intention Scale (CARIS). 
Variables Detail Items Mode 
Section A: 
Demographic 
information 
Sex, age, marital status, parent 
status, role, education level 6 Categorical/continuous 
Section B: Job details Area of specialisation, practice level, geographical location 7 Categorical 
Section C: Experience Working and child abuse reporting experience 5 
Categorical/continuous/open-
ended 
Section D: Attitudes 
to reporting 
Fear of reprisal, faith in 
department, organisational 
barriers to reporting, child and 
family's best interests, roles and 
responsibilities of nurses in 
reporting 
11 Interval scales 
Section E: Work 
environment 
Organisational and colleague 
support for reporting 3 Categorical 
Section F: 
Education/training 
Training experience and 
exposure, confidence to report 7 
Categorical/continuous/open-
ended 
Section G: Knowledge 
of the law 
Knowledge of legal reporting 
duty 12 Categorical 
Section H: Intended 
reporting according 
to vignettes 
How serious is this case, does it 
constitute abuse, would you 
make a report, would you be 
required to report by law, 
impact on child, impact on 
family, give reason for failing to 
reporta 
56 Categorical/continuous/open-ended 
a  Eight vignettes presenting two cases each of sexual abuse, physical abuse, 
psychological/emotional abuse, and neglect; each vignette with seven items. 
 
An important adaptation of the CARIS (Feng and Levine, 2005) was the construction of eight 
vignettes drawn from previous research to test applied knowledge of CAN and the reporting 
duty. Each vignette presented an example of a hypothetical case that, for a Queensland RN, 
should activate the duty to report. Based on the information provided, a 10-point Likert-type 
scale measured perceived seriousness of the case, propensity to label the case as abuse or 
neglect, tendency to report the case, and knowledge of whether the legislation required a 
report for the case. 
 
2.4. Data management procedures and analyses 
 
Data were analysed using SPSS 16.0 and SAS 6.12. All observations for which there were 
missing data for any variable were removed from the analysis. Training, parent status, 
parent role, geographical location, years of work experience and attitudes to reporting were 
considered in multivariable logistic and linear regression models to determine their 
independent influences on (a) likelihood to report vignette cases and (b) perceived extent of 
harm (seriousness) of acts or omissions in vignette cases. 
 
3. Results 
 
3.1. Sample 
 
Demographic, training and work experience profiles of the participants did not vary 
according to participation rates across hospital and health service districts. The majority of 
respondents were female (95%), aged 20–74 years (M = 40.77, S.D. = 10.52), over two-thirds 
married or defacto (69%) or with children (67%). Less than half (43.9%) worked in a full-time 
capacity. The sample had between 0.08 and 47 years of nursing experience (M = 17.12, S.D. 
= 10.84), and since graduating many had completed postgraduate nursing qualifications 
consisting of certificate (27.8%), diploma (14.1%), and masters degree (5.5%). 
Specific training was mandatory for nurses following enactment of the new legislation. 
Online self-directed learning modules in child abuse and neglect reporting were also made 
available to nurses. Some districts provided face-to-face training through designated Child 
Protection Liaison Officers employed by the state health authority. More than half of the 
respondents had received training specifically related to child abuse and neglect (58.3%). 
Nurses working in rural and remote hospital and health service districts were significantly 
more likely to have had specific training in child abuse and neglect compared with nurses 
working in metropolitan settings (p < .01). 
 
3.2. Reporting practice 
 
Nurses, when acting on their professional duty to report cases of suspected or known child 
abuse and neglect had reported from 0 to 60 cases. Almost half of the responding nurses 
(42.6%) had reported either suspected or known cases of child abuse or neglect during the 
course of their career as a nurse whereas almost a quarter (21.1%) had not reported when 
they did suspect. Notably, 26.6% of nurses who had reported either suspected or known 
cases of child abuse or neglect during the course of their career as a nurse had also made 
the decision not to report suspected or known child abuse or neglect cases. 
Items measuring knowledge of where to report, how to report, and how soon to report were 
answered correctly by 88.4%, 90.4%, and 72.4%, respectively. Although Queensland nurses’ 
identities as reporters of child abuse and neglect are protected from disclosure, almost one-
third (31.7%) of nurses did not know that they were legally protected from being sued and 
held liable for defamation from making a report in good faith under the legislation. Over a 
quarter (28.6%) of the sample was not aware that identity as a reporter is protected and 
that protection extends against being held liable for criminal conduct (27.2%) as well as for 
damages (28.8%). 
 
3.3. Recognition of duty and intention to report 
 
Table 2 displays summary descriptive results for responses to the eight vignettes. Scores for 
each item related to both vignettes for each type of abuse CSA, CPA, CEA, and CN were 
combined. This provided an overall score for each item for each form of abuse. Means and 
standard deviations for participants’ perceptions of the extent of harm (seriousness) were 
similar (within ±.50 standard deviation) for CSA, CPA, and CN vignettes, whereas the means 
were lower for CEA vignettes. A high proportion of nurses recognised, correctly, that each 
vignette case met the legal definition of child abuse or neglect. Notably however, fewer 
nurses correctly recognised this for vignettes featuring CEA compared with other forms of 
abuse. Although most nurses responded favourably that they would report the cases in the 
vignettes, noticeably fewer would report the cases featuring examples of CEA compared 
with other forms of child abuse.  
 
Table 2.   Knowledge of duty and intention to report (N = 930). 
Variables Description N M S.D. % correct 
      Sexual Abuse (CSA) Recognises seriousness of abuse 916 18.26 2.27  
 Recognises this constitutes abuse 889   96.1 
 Would report the abuse 888   92.9 
 Recognises requirement to report 907   79.6 
 Physical Abuse (CPA) Recognises seriousness of abuse 920 18.73 1.60  
 Recognises this constitutes abuse 892   91.9 
 Would report the abuse 895   88.7 
 Recognises requirement to report 911   77.8 
 Emotional Abuse (CEA) Recognises seriousness of abuse 905 16.12 3.07  
 Recognises this constitutes abuse 863   87.7 
 Would report the abuse 817   68.2 
 Recognises requirement to report 879   55.3 
 Neglect (CN) Recognises seriousness of abuse 905 18.58 1.85  
 Recognises this constitutes abuse 885   94.7 
 Would report the abuse 869   89.3 
 Recognises requirement to report 883   81.1 
Intention to report the vignette cases was high. Differences in intention to report were found 
between the forms of reportable abuse. The majority of nurses recognised the legal obligation to 
report physical, sexual abuse and neglect whereas only two-thirds recognised the same duty for CEA. 
Importantly, knowledge of the extent of harm to the child required by legislation to report a case of 
child abuse or neglect was poor. Most nurses (80.9–89.1%) incorrectly answered that they were 
legally required to report abuse and neglect even when they think the harm to the child is 
insignificant or there is no harm at all. An additional 6.4–7.1% were unsure. 
3.4. Relationship between training and child abuse and neglect reporting 
Formal training had been taken by 58.3% of nurses and 71.3% had seen the video produced to raise 
awareness and provide information on the then newly introduced legislation. Having completed 
child protection training improved the level at which nurses felt prepared to report cases in practice 
[F(1,814) = 206.64, p < .001]. Nurses with specific child protection training were more likely to have 
reported suspected cases [χ2(df = 2, n = 792) = 54.93, p < .001]. No relationship was found between 
training and attitudes towards reporting child abuse and neglect (p > .05). 
3.5. Likelihood to report child abuse and neglect 
Training, parent status, parent role, geographical location, years of work experience and attitudes to 
reporting were considered in binary logistic regression to test whether the likelihood of nurses to 
report cases could be explained by these variables. The likelihood of nurses to report according to 
the recently enacted legislation was high with the exception of the CEA cases (vignettes 5 and 6). 
Such skewed distribution presents a number of options for analysis, each having strengths and 
limitations. To reduce bias in the application of regression the eight vignettes were reduced to four 
by combining scores for each of two vignettes per type. If a nurse said she/he would report both 
sexual abuse cases presented in vignettes 1 and 2, for example, then the score was 0. If the nurse 
said “no” to one or both vignettes, then the code was 1. Thus a binary outcome was created 
identifying those who said they would not report. Multivariate relationships were then examined 
using binary logistic regression. Results are presented in Table 3 for each CSA, CPA, CEM, and CN. 
Table 3.  
Multiple logistic regression analysis summary for likelihood to report vignette cases with 
demographic and attitude variables. 
 
Sexual Abuse 
(CSA) (r2 = .07) 
 
Physical Abuse 
(CPA) (r2 = .027) 
 
Emotional Abuse 
(CEA) (r2 = .11) 
 
Neglect (CN) 
(r2 = .07) 
 
 OR 
95% 
CI Wald OR 
95% 
CI Wald OR 
95% 
CI Wald OR 
95% 
CI Wald 
Training .611 .336–1.11 2.61 .753 
.472–
1.20 1.42 .750 
.534–
1.05 2.77 .558 
.344–
.906 5.56
* 
 
Parent status 2.55 .864–7.55 2.87 .537 
.247–
1.16 2.45 1.03 
.577–
1.86 .015 1.06 
.449–
2.53 .021 
 
Parent role .359 .152–.850 5.43
* 1.12 .576–2.21 .123 1.07 
.661–
1.74 .081 1.06 
.521–
2.15 .025 
 Workplace 
 Metropolitan 2.39 .528–10.8 1.28 1.47 
.540–
4.03 .575 2.17 
1.04–
4.53 4.30
* 2.11 .703–6.34 1.77 
 Outer metro .828 .109–6.26 .034 1.58 
.487–
5.13 .580 .804 
.325–
1.99 .223 .619 
.129–
2.96 .361 
 Rural 2.19 .494–9.76 1.06 1.12 
.417–
3.04 .055 1.20 
.583–
2.49 .256 1.44 
.480–
4.34 .429 
 
Age .959 .904–1.01 1.99 1.03 
.996–
1.08 3.17 .986 
.954–
1.01 .750 .972 
.924–
1.02 1.27 
 Years work 
experience 1.01 
.959–
1.06 .101 .974 
.940–
1.01 2.05 1.01 
.982–
1.04 .531 1.02 
.977–
1.06 .835 
 Attitudes to 
reporting 1.07 
1.02–
1.13 8.45
** 1.02 .99–1.07 2.14 1.09 
1.06–
1.12 35.26
*** 1.06 1.02–1.10 9.19
** 
OR: odds ratio; CI: confidence interval.*p < .05. **p < .01. ***p < .001. 
After adjustment for all variables included in the model, training in child abuse and neglect reporting 
was associated with higher likelihood to report the CN cases alone. Having a parent role explained 
higher likelihood to report CSA and metropolitan work experience explained higher likelihood to 
report CEA. Insufficient power was available to break the 11-item attitude scale for likelihood to 
report data and, therefore, the full attitude scale was used. Negative attitudes yielded high scores; 
conversely positive attitudes yielded low scores. Attitudes to reporting remained a strong influence 
upon the likelihood to report CSA, CEA, and CN such that positive attitudes to reporting explained 
likelihood to correctly report. 
3.6. Perceived extent of harm (seriousness) from child abuse and neglect 
Likewise training, parent status, parent role, geographical location, years of work experience and 
attitudes to reporting were considered in linear regression to test whether score for extent of harm 
can be explained by these variables. Mean scores for the extent of harm or seriousness of the 
individual cases were very high with participants scoring between 7.90 and 9.87 on a scale from 1 
(this situation is not at all serious) to 10 (this situation is extremely serious) for each vignette. 
Responses to the eight vignettes were thus reduced to four scales by combining scores for each of 
two vignettes per type for the measure extent of harm or seriousness for each CSA, CPA, CEA, and 
CN. Results from the linear regression in which training, demographic, and attitude variables were 
tested to determine influence on recognising extent of harm or seriousness are presented in Table 4. 
Table 4.  
Linear regression analysis summary for perceived extent of harm (seriousness) with 
demographic and attitude variables. 
 
Sexual Abuse (CSA) 
(r2 = .06) 
 
Physical Abuse 
(CPA) (r2 = .016) 
 
Emotional Abuse 
(CEA) (r2 = .059) 
 
Neglect (CN) 
(r2 = .056) 
 
 β βz t β βz t β βz t β βz t 
Training −.014 
−.00
3 −.084 .052 .016 .456 
−.20
4 
−.03
3 −.958 
−.01
8 
−.00
5 −.134 
Parent 
status 
−.23
6 
−.04
9 −.845 
−.26
3 
−.07
9 −1.33 
−.76
0 
−.11
9 −2.06
* −.037 
−.00
9 −.162 
Parent 
role 
−.60
2 
−.13
1 
−2.644*
* 
−.31
1 
−.09
8 −1.92 
−.72
2 
−.12
0 −2.40
* −.090 
−.02
4 −.482 
Workplac
e 
−.00
7 
−.00
3 −.087 .019 .012 .349 .099 .033 .953 .016 .009 .244 
Age .020 .093 1.323 .011 .070 .981 .066 .231 3.31** .036 .201 2.86** 
Years 
work 
experienc
e 
.004 .019 .314 −.004 
−.02
5 −.406 
−.01
2 
−.04
3 −.698 
−.00
1 
−.00
8 −.137 
Attitudes 
to 
reporting 
−.08
9 
−.22
1 −6.48
*** −.040 
−.14
3 
−4.107**
* 
−.10
1 
−.19
1 
−5.58**
* 
−.05
3 
−.16
2 
−4.71**
* 
*p < .05. **p < .01. ***p < .001. 
No relationship was found between training and perceiving the seriousness or extent of harm of any 
form of abuse or neglect. Nurses with a parenting role were more likely to recognise the seriousness 
of CSA and CEA. Nurses’ age influenced recognition of the seriousness of CEA and CN such that more 
mature aged nurses correctly rated vignette cases as more serious. Notably, positive attitudes 
towards reporting child abuse and neglect explained recognition of the extent of harm for CSA, CPA, 
CEA, and CN such that nurses with more positive attitudes to reporting all forms of abuse and 
neglect were also significantly more likely to recognise the extent of harm (seriousness) to children. 
4. Discussion 
The aim of this study was to extend the previous descriptive analysis (Mathews et al., 2008) to 
examine the influence of personal characteristics, training, knowledge and attitudinal variables on 
nurses’ reporting of CAN. First, prior reporting practice was examined. Almost half of the nurses 
indicated that they had reported suspected or known child abuse or neglect during their 
professional career. Around a fifth (21.1%) had not reported a case they suspected either before or 
after the legislation was enacted and over a quarter of the respondents had reported some but not 
all cases where there was suspicion or knowledge of child abuse. This reflects findings of previous, 
similar research conducted in Taiwan. For example, Feng and Levine's (2005) study of over 1000 
Taiwanese nurses found an almost identical 21% of nurses had failed to report at least one 
suspected case of CAN. Lee et al. (2007) reported a higher proportion (43.4%) of Taiwanese nurses 
who had suspected but not reported cases of child abuse and neglect. 
With respect to knowledge, a large majority of nurses perceived they were legally bound to report 
CAN even when they considered harm to the child was insignificant or non-existent. This is not 
consistent with the legislation. Nurses’ accurate and timely reporting as mandatory reporters is 
crucial to well-functioning child protection systems. Nurses in this sample clearly overestimated the 
extent of this feature of their legal obligation placing them at risk of over reporting cases. 
Enhancements to training should be implemented, immediately, to address this misconception. 
In a study of Taiwanese nurses, Feng and Levine (2005) used vignettes representing both severe and 
mild cases of CAN allowing respondents to examine the relationship between reporting practice and 
extent of harm or seriousness of abuse. Feng and Levine found that nurses’ likelihood to report CAN 
varied by the type of abuse. Specifically, nurses were more likely to report hypothetical cases of CSA 
and CPA compared to cases of CEA and CN. Further, they were also more likely to recognise them as 
meeting legal definitions of child abuse and neglect, deem them to be serious cases of abuse or 
neglect, and recognise their legal obligation to report them. Likewise, a New Zealand study of 
educators, general practitioners, and mental health professionals’ attitudes and accuracy of 
reporting child abuse and neglect revealed positive attitudes to reporting (Rodriguez, 2002). For 
each professional group, respondents were least accurate for CN scenarios and most accurate for 
alleged CSA indicating that CN would be least likely to be identified and reported of all forms of child 
abuse and neglect. 
The findings with respect to training are also illuminating. Although nurses indicated that the 
training they had received made them feel well prepared for their professional role and for the 
responsibility of reporting child abuse and neglect, and training influenced their likelihood to report 
CN, recent training had no influence on nurses’ perceptions of the extent of harm or seriousness of 
abuse and neglect. Nevertheless, it is encouraging that training explained the likelihood to report CN 
cases. Following a review of the literature Alvarez et al. (2004) concluded that although CN 
represents the highest proportion of reported forms of abuse, it is one of the most difficult forms to 
identify. They recommended that training programs delivered to assist professionals with reporting 
procedures should be developed to be consistent with definitions of CN used by the state laws. It 
appears that the training undertaken by respondents in this study was tailored to be consistent with 
the legislation.The vignette findings revealed that the majority of nurses would report the 
hypothetical cases even when they did not accurately gauge the extent of harm (seriousness) of the 
cases. This adds further weight to the need for review of training components relating to the law's 
requirements for reporting in terms of extent of harm. Further, with respect to CEA cases, as these 
were an exception to the findings above, nurses did recognise the seriousness of these cases but 
thought they would not be required by law to report these types of cases to child protection 
authorities. Relevant components of nurses training, therefore, should be revisited for clarity and 
special emphasis should be placed on exemplars for both extent of harm, and reportable types of 
maltreatment. Attention to the pedagogical features of training and the use, at least in part, of case 
study approaches or problem-based learning is warranted (Alvarez et al., 2004). 
5. Limitations 
The current study used a cross-sectional design soon after a state-wide education and training 
campaign that sought to inform nurses of the newly enacted legislation giving them a legal mandate 
to report child abuse and neglect. The stability of these findings over time therefore needs to be 
tested in future research to provide training guidelines and dose response. The study also relied on 
self-selected nurses providing self-reports of attitudes and reporting practice. 
The measurement of intention to report was somewhat limited, as it was based on just eight 
scenarios which may not have captured sufficient variety in incidents typically encountered by 
nurses. Future research should incorporate reporting data from child reporting authorities 
responsible for processing these reports to determine actual rather than anticipated reporting 
practice using vignettes. 
Care was taken to include health service districts representative of metropolitan and rural areas 
across Queensland, the site of the state-wide survey. A representative sample of nurses working 
with children and families was drawn from this effort. However, the extent to which the results are 
generalisable to other jurisdictions is unknown given the wide variation in content and enactment of 
Australian mandatory reporting laws for nurses (Mathews et al., 2006). 
6. Conclusion 
Australian nurses usually report except under certain conditions that would be best ameliorated by 
training. Registered nurses in this study had good knowledge of the duty to report and their 
attitudes to reporting were positive. The likelihood of them recognising and reporting appropriate 
cases was high. At the same time, the results showed that variation does occur in the likelihood of 
reporting a case of child abuse or neglect and that reporting child abuse and neglect practice by 
nurses is influenced by a complex pattern of individual reporter characteristics, case characteristics, 
and attitudes towards reporting. 
The finding that poor attitudes to mandated reporting of child abuse and neglect influence the 
ability to recognise the seriousness of cases is consistent with other studies where poor attitudes are 
associated with poor reporting practice. Taken together, these findings indicate that the ability to 
discern the extent of harm to the child and thus to report is influenced by negative attitudes such as 
not having faith in child protection services, perceiving a number of individual and organisational 
barriers to reporting and not believing that a report will benefit the child or the family. Future 
training needs to target the serious impact of child abuse and neglect on children and families, and 
focus on improving attitudes to the nurses’ role and responsibility to report. Particular attention 
should be paid to CEA and CN so that early intervention and prevention services can be targeted and 
mobilised in response to accurate reporting. 
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